Alternatively, it is possible that primary sensitization may have occurred directly across the transitional cell epithelium of his bladder, the mitomycin causing local bladder irritation followed by skin symptoms, namely pruritus and eczema of the feet and hands. The Langerhans' cell is currently held to be important in sensitizing reactions as an antigen-presenting cell, and it is interesting to speculate (though not yet proven) that similar cells may be present among the transitional cell epithelial lining of the bladder as well as in the keratinized squamous epithelium of the skin.
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Case report
A 23-year-old married Indian woman, who had lived in the UK for seven years, presented in the Accident and Emergency Department with an 'inflammation' on the front of her right 'elbow'. This had first been noted about ten days before by the Industrial Medical Officer of the food factory where she worked. In the right antecubital fossa there were seven discrete raised and thickened areas of skin, up to 1 cm diameter, slightly tender and resembling indolent or 'blind' boils. The intervening and surrounding skin was tender to touch and felt indurated, and the whole of this strange lesion followed the oblique course of the underlying antecubital vein. The woman, who spoke adequate English, denied any interference with her arm and said the lumps had appeared about two weeks earlier. However, she looked quite concerned and worried. On the premise that this might be a little 'do-it-yourself' tattooing leading to cellulitis and even superficial thrombophlebitis, oral antibiotics were prescribed (fiucloxacillin 250 mg 6 hourly).
A week later there was no significant change in appearance but one lump felt fluctuent. Hoping to get either pus for culture or a biopsy, this lump was incised under local anaesthesia and produced an unusual salmon-pink coloured sero-pus; a hand lens demonstrated minute globules of what could only be metallic mercury. Laboratory examination confirmed this and showed no growth on culture. Other investigations included normal blood sugar (4.1 mmol/l), haemoglobin (12.8 g/dl) and white cell count (8.7 x 109/1), but the erythrocyte sedimentation rate was 61 mm in the first hour. The urine contained no sugar or protein and no organisms were detected. X-ray examination of the forearm showed innumerable globules of metallic opacity in varying sizes arranged in a line crossing obliquely the front of the elbow joint from side to side and tending to run up the medial aspect of the upper arm ( Figure IA) . The distribution strongly suggested perivenous deposits around the antecubital vein. On examining these X-rays together with the patient and her husband, both firmly denied any knowledge of how the mercury came to be there.
A chest X-ray showed no sign of pulmonary globules of mercury, but her blood mercury level was 345 gg/l and a 24-hour urine for mercury output showed 1688 jg/l. Blood levels usually show no detectable mercury and the urinary output is normally less than 30 gg/l. The serum creatinine was 70 mmol/l (normal 40-130 mmol/l).
An attempt was made to remove the mercury by further incisions under the X-ray image intensifier, but the globules were so minute and so widely distributed in the intercellular spaces that it became clear that only by excision of the affected skin could the mercury be removed. The patient was admitted to hospital and treatment with penicillamine 125 mg twice daily by mouth began. We were advised that N-acetyl-D-penicilla- mine was a better chelating agent but the manufacturers had none available. She was soon after transferred to the care of our Consultant Plastic Surgeon and after the roughly triangular skin area had been delineated with the help of the X-rays, it was excised in full thickness with some underlying lymphatics and veins grafted with partial-thickness thigh skin. Healing was uneventful and postoperative X-rays showed that only a few minute globules of mercury remained in the arm (Figure lB ). Blood and urinary levels were monitored (Figure 2) . Histological examination of a piece of the skin showed the granulomatous reaction as described by Hill (1967) . The penicillamine treatment was discontinued postoperatively. At no time did the patient have any symptoms of mercury intoxication.
Measurement of the quantity of mercury in the excised skin yielded 2.4g of metallic mercury; with a density of 1.354 x 103 kg m3 at 293 K this would represent 0.18 cm3 of residual nonabsorbed mercury.
Her WR,TPHA and cardiolipin were all negative, as were a 1/10000 Mantoux test and a pregnancy test. Her chest X-ray showed no signs of either tuberculosis or mercury deposits.
Both the patient and her husband have maintained their total ignorance of how the mercury came to be in her arm. One year after the incident the patient shows no signs of any long-term mercury intoxication, and in her behaviour she is obviously much happier.
Discussion
The subcutaneous injection of metallic mercury leads to the formation of local abscesses (Polson & Tattersall 1969) , and histological examination will show a chronic inflammatory reaction with infiltrating granulation tissue and fibrosis with occasional giant cells (Hill 1967) . Chronic mercury absorption may lead to ptyalism, tremor, erythism, occasionally to mania (Buckell et al. 1946) and may predispose to abortion.
Historically, mercury has at various times been used to treat syphilis and tuberculosis, and has also been used as an aphrodisiac and an abortifacient. Despite frequent questioning about the source and intended action of the mercury deposits in this case, both patient and husband strongly denied any knowledge of how these were introduced. Although tuberculosis, syphilis and pregnancy were all excluded, we were never able to ascertain whether the use of mercury might Figure 2 . Serum and urinary mercury levels before and after medical treatment and surgical removal of subcutaneous mercury deposits have beent intended as an aphrodisiac. The patient and her husband were always very reticent about giving any information, even though interpreters of their own race and creed were provided.
